Spontaneous heterotopic pregnancy is a rare condition. There is the simultaneous presence of intrauterine and extrauterine pregnancies. Such condition can be a life-threatening. The diagnosis can also be easily missed especially in early pregnancy. We present this case of a 28-year old patient who was misdiagnosed as normal intrauterine pregnancy. She had illegal termination of unwanted 14-week pregnancy in a private hospital. The patient presented to us with acute abdomen two days after D&C. Following clinical examination, uterine perforation was suspected. Abdominal ultrasound showed a coexisting abdominal pregnancy in the right hypochondrium. his heterotopic pregnancy was undiagnosed at her initial presentation to the first hospital. Emergency laparotomy was done, uterine perforation was sutured and abdominal pregnancy was excised.
INTRODUCTION
Heterotopic pregnancy is a serious condition that it is difficult to diagnose. [1] [2] It developed very rarely in natural conception, with one of the fertilized egg inside the uterine cavity and another fertilized egg outside the uterus. The location of the extra-uterine pregnancy varies. It can be tubal, abdominal, corneal, cervical or ovarian pregnancy. [3] [4] Fallopian tubes are the most frequent site. Extrauterine pregnancy represents about 1-2% of all pregnancies with 95% occurring in the Fallopian tube, [5] [6] [7] while abdominal pregnancy represents just about 1-4% of all ectopic pregnancies. [8] [9] Most heterotopic pregnancies occur as a result of assisted reproductive technology were it estimated about 1 out of 3900 10 whereas with natural conception the probabilities of heterotopic pregnancy drops to 1 in 30,000 pregnancies. 11 In the current case, heterotopic pregnancy was misdiagnosed initially as normal intrauterine pregnancy, which was illegally terminated by Dilatation and Curettage (D&C) at 14 weeks of amenorrhea. This D&C was complicated by uterine perforation and acute abdomen. In 48 Hospital, Sana'a, Republic of Yemen, an ultrasound revealed a bulky uterus with free fluid in the pouch of Douglas, dated 3 rd May 2012. In addition, there was an incidental finding of abdominal pregnancy with an intact gestational sac occupying 13-week dead fetus at the right hypochondrium.
CASE REPORT
A 28-year-old woman, third gravida brought to the hospital emergency department with abdominal pain associated with vomiting and fever for two days. She had a history of being pregnant of 14 weeks and she went to a private hospital for termination of unwanted pregnancy. D&C was done and she was discharged home on the same day. The patient felt unwell with abdominal pain which had worsened in the next day. Later on, she developed vomiting three times followed by fever. She did not respond to paracetamol and antibiotic which was prescribed upon discharge. On examination, she looked severely ill, irritable, toxic and pale. Her pulse rate was 118/min, blood pressure was 100/60 mm Hg, respiratory rate was 25/min and her temperature was 37.8 0 C. The abdomen was mildly distended with diffuse and rebound tenderness. Bowel sounds were reduced. On pelvic examination, the cervix was opened 2 cm with some blood and clots. The uterus felt bulky of 10 weeks size and was tender. As well, there was fullness in the posterior fornix with non-palpable adnexa. Her laboratory results showed; WBC 14.00¥10 9 /L with neutrophilia, hemoglobin level was 9.8 gm/L. Her renal function tests, serum electrolytes, liver function tests and coagulation profile were within normal limits. Abdominal ultrasound showed bulky uterus with some retained products of conception. There was a mass of 3×3 cm at the anterior surface of the uterus with free fluid in pouch of Douglas. Besides, there was an intact gestational sac at the right hypochondrium with a single fetus of 13 weeks. Fetal heart beat was negative ( Figure 1 ). The patient was transferred to the operating theater for emergency laparotomy. Under general anesthesia, the abdomen was opened in layers by midline longitudinal incision. On pelvic cavity exploration, the uterus was about 12 weeks in size with 5 cm irregular lacerated wounds at the lower part of the anterior border with mild bleeding (Figure 2 ). Both ovaries and Fallopian tubes were morphologically normal. Pouch of Douglas accumulates about 300 cc blood. Intra-operative diagnosis of perforated uterus was made and uterine cavity was evacuated from the retained product and clots. Then, the edges of the perforation was sutured in two layers by vicryle suture No 0. Upon abdominal cavity exploration, a mass was seen in the in the peritoneal cavity adhered to greater omentum below the right hepatic loop. There was an intact gestational sac with 15×8 cm size, enclosing a dead fetus of 14 weeks (Figure 3 ). Then the gestational sac, placenta with the adhered greater omentum were dissected and excised and the stump was ligated with good homeostasis. Peritoneal wash with normal saline was done and drain was placed in situ at the right iliac fossa. The abdominal closure was done in layers. The patient was given broad spectrum antibiotics; third generation cephalosporine intravenously and metronidazole IV infusion for two days, then proceeded by the oral route for five days. Postoperative follow-up was uneventful apart from one unit of blood was given and the drain removed in the second post-operative day. The patient recovered successfully and was discharged on the seventh postoperative day after stitches removal. dominal pregnancy. This needs high suspicion and thorough clinical evaluation with detailed ultrasound examination even though the ultrasound findings depend on the examiner's experience and the quality of the equipment. A comprehensive abdominal and pelvic ultrasound assessment are recommended for every pregnancy in each trimester even in an asymptomatic pregnant women. Before taking a serious decision of termination of early pregnancy, the physician must carefully evaluate the pregnant woman to determine what risks will be anticipated. Concern should be taken in preparing the patient for D&C so that the risk of uterine perforation can be lessened. D&C in the second trimester is associated with
DISCUSSION
Heterotopic pregnancy is defined as the presence of multiple gestations, with one being intrauterine pregnancy and other extra-uterine pregnancy. The latter is commonly found in the Fallopian tube and uncommonly in the cervix, ovary or abdomen. [11] [12] Heterotopic pregnancy is extremely rare type of pregnancy. The incidence quoted is 1 out of 30,000 pregnancies. 11 It is also reported to be as high as 1 out of 3900 when the pregnancy is a result of assisted reproductive technology. 10, 13 It's a life-threatening condition and associated with high maternal morbidity and mortality rates. 14 On the other side, uterine perforation after D&C is also rare (1.98%) 15 and many uterine perforations were unrecognized or asymptomatic 16 and just treated conservatively. However, serious complications of perforation can happen. A number of studies revealed that small intestine [17] [18] [19] , appendix 20 or omentum 21 were penetrated the uterine cavity through the uterine perforation and the patient was presented with bleeding, worsening abdominal pain, fever and gastrointestinal symptoms. 22 In our case, the patient had unwanted 14-week pregnancy and her heterotopic pregnancy was misdiagnosed as normal intrauterine pregnancy in her initial presentation because abdominal pregnancy can pose diagnostic complexity, making a prompt diagnosis difficult and a high index of suspicion is essential especially in low resource centers. 6 Variable clinical presentation of abdominal pregnancy, such as persistent abdominal pain, painful fetal movements, palpation of an abdominal mass separates from the uterus and vaginal bleeding should raise suspicion. 8, 23 However, our patient did not have any symptoms initially and she underwent D&C in a discrete center. This D&C was complicated by serious perforation and acute abdomen with a concomitant abdominal pregnancy discovered fortunately in our institution. The persistence of the abdominal pregnancy with dead fetus without diagnosis might afterward complicated by peritonitis, sepsis, DIC and pulmonary embolus which ultimately may lead to maternal mortality.
CONCLUSION
Heterotopic pregnancy is very rare. Diagnosis can be difficult in early pregnancy, especially if intrauterine pregnancy is concomitant with ab- 
